Introduction {#sec1}
============

Central serous chorioretinopathy (CSCR) results in accumulation of subretinal fluid (SRF) secondary to hyperpermeability of the choroidal vessels and dysfunctional fluid management by the retinal pigmented epithelium (RPE).[@bib1] Retinal and RPE atrophy may develop with chronic and relapsing episodes.[@bib2] In chronic cases, fundus autofluorescence (FAF) demonstrates fluid tracts with focal areas of hypoautofluorescence and hyperautofluorescent borders.[@bib3]

CSCR is usually self-limited, but the need for rapid visual recovery may prompt treatment with photodynamic therapy (PDT).[@bib4], [@bib5], [@bib6], [@bib7] Anti-mineralocorticoid therapies such as eplerenone,[@bib8], [@bib9], [@bib10] spironolactone,[@bib11], [@bib12] or rifampin[@bib13], [@bib14], [@bib15] are also an alternative. Here we report a patient with atypical chronic CSCR and highlight the diagnostic challenges and response to treatments with medical management and PDT.

Case report {#sec2}
===========

A 58-year-old man presented with a five- and 20-year history of visual impairment in the right and left eye, respectively. He reported having been previously diagnosed with macular degeneration and was seeking treatment at this juncture despite lack of subjective vision changes because his supervisor felt his poor vision was preventing him from carrying out his work duties. Medical history was significant for myopia and remote oral steroid use for unclear reasons. At presentation, vision was 20/70 and 20/400 in the right and left eye, respectively. His refraction was −3.25 + 0.50 × 10 in the right eye and −6.00 + 3.00 × 70 in the left eye. Slit-lamp examination revealed a normal anterior segment without evidence of keratic precipitates, cell, or flare to indicate current or previous episodes of inflammatory reactions. Dilated fundus examination demonstrated bilateral tilted discs with peripapillary atrophy, geographic atrophy with RPE changes more prominent in the left eye, and linear tracts of RPE atrophy in the near periphery of the inferior posterior pole ([Fig. 1](#fig1){ref-type="fig"}A and B).Fig. 1Color fundus photos of the right (A) and left (B) eye. Fluorescein angiography (FA) of the right (C) and (D) left eye. Fundus autofluorescence (FAF) of the right (E) and left (F) eye.Fig. 1

Fluorescein angiography (FA) demonstrated window defects, bilateral staining involving the fovea, temporal peripapillary region, and inferior retina, an absence of leakage, and no evidence of choroidal neovascularization (CNV) ([Fig. 1](#fig1){ref-type="fig"}C and D). FAF revealed bilateral areas of hypoautofluorescence in the macula with peripapillary extension and areas of hypoautofluorescence with surrounding hyperautofluorescence in linear and teardrop-shaped tracts peripherally ([Fig. 1](#fig1){ref-type="fig"}E and F). Spectral domain optical coherence tomography (SD-OCT) showed bilateral foveal atrophy, outer retinal loss with absence of the ellipsoid zone, and cystoid macular edema (CME) more severe in the left eye with central macular thicknesses (CMT) of 259 and 498 μm in the right and left eye, respectively. Notably, there was an absence of SRF, RPE detachment, or choroidal thickening ([Fig. 2](#fig2){ref-type="fig"}A and C). Chronic CSCR was diagnosed based on gravitational patterns of atrophy, better appreciated on FAF.Fig. 2Spectral domain optical coherence tomography (SD-OCT) of the right (A) and left (C) eye on initial presentation. One month following eplerenone treatment, the right (B) and left (D) eye demonstrated significant improvement in intraretinal fluid (IRF) with a minimal amount of cystoid edema in the right eye and more substantial in the left eye.Fig. 2

The patient was started on oral eplerenone 50 mg daily. After one month of treatment, visual acuity remained stable at 20/70 in the right eye but improved to 20/200 in the left eye. SD-OCT demonstrated bilateral improvement in intraretinal fluid (IRF) with CMTs of 219 and 461 μm in the right and left eye, respectively ([Fig. 2](#fig2){ref-type="fig"}B and D). After four months, eplerenone was discontinued as visual acuity, and IRF remained relatively stable apart from minimal monthly fluctuations. Subsequently, the patient underwent half fluence, guided PDT in the left eye. On follow-up two weeks, two months, and 14 months after the procedure, there was neither an improvement nor a decline in visual acuity, atrophic areas on FAF, or IRF on SD-OCT. CMT were 244 and 499 μm in the right and left eye, respectively.

Discussion {#sec3}
==========

This case of chronic CSCR is unique as it is a case of CSCR with atypical features in a patient with high myopia and thin choroid. High myopia is considered a protective factor against CSCR, and CSCR is considered uncommon in myopic patients.[@bib16] Absence of choroidal thickening may be related to chronicity or have been mitigated by myopic degeneration. The patient\'s choroidal thickness (172 μm and 203 μm in the right and left eye, respectively) did not demonstrate substantial thickening when compared to values adjusted for age (275.52 ± 76 μm) or both refractive error and age (169.78 ± 45.3 μm and 158.02 ± 45.3 μm in the right and left eye, respectively).[@bib17], [@bib18], [@bib19] Furthermore, the predominant findings were CME on SD-OCT and staining on FA with a lack of characteristic CSCR findings such as leakage, SRF, RPE detachments, and choroidal thickening. FAF was critical for the diagnosis; hypoautofluorescent lesions with gravitational patterns and adjacent areas of hyperautofluorescent were very suggestive of chronic CSCR.

Treatment with oral eplerenone was initially effective but plateaued after one month. Half fluence PDT did not produce any additional effects. A possible etiology for the limited response to treatment may be secondary to the absence of leakage and lack of choroidal thickening. The presence of CME in the absence of leakage also suggests that retinal cystoid spaces may be the result of degeneration rather than active fluid movement.[@bib2] Such cystic changes are possibly prognostic signs for poor treatment response.

It is plausible that retinal degeneration which ensued from extended neurosensory detachment could cause permanent vision loss unresponsive to current treatment modalities. Early diagnosis of CSCR as well as appropriate and timely treatment are important in preventing degenerative changes and optimizing visual outcomes.
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